Aspiration or ingestion of a foreign body is well-known in the pediatric as well as in the adult population. The majority of esophageal foreign bodies pass through the gastrointestinal tract without causing complications. However, large sharp foreign bodies like dentures and meat bones can get deeply embedded in the wall leading to life-threatening complications. We report a case of a neglected denture in a 55-year-old patient who presented with an unusual complaint as hoarseness of voice and was removed with the help of rigid esophagoscope.
INTRODUCTION
Foreign body ingestion is a common problem in pediatric 1 as well as in adult population. Most common foreign bodies in pediatric age group are coins, 2 while in adults, bones and boluses of meat have commonly been reported. 3 Diagnosis of denture impaction is challenging as patients often present with vague symptoms and are unaware of swallowing their dentures. Physical examination may be normal in as many as 90% of patients with esophageal impaction. Rare findings on physical examination such as fever, palatal abrasion and subcutaneous emphysema are suggestive of esophageal perforation. Rarely, patient may present with change in voice due to impaction of denture or sharp foreign bodies at the level of pyriform sinus which causes restricted vocal cord mobility. Accurate radiological localization of the site of impaction may be difficult even with the use of contrast medium, because most dentures are made of radiolucent acrylic resins. Over 90% of the foreign bodies pass uneventfully through the gastrointestinal tract. 4 Rigid esophagoscopy and endoscopic removal is commonly used to extract foreign body, with success rate 80%. 5 Artificial dentures because of their shape, sizes, rigidity and pointed edges get frequently impacted in the esophagus and are difficult to retrieve endoscopically. 6 The most commonly used method for removal of impacted foreign bodies in the esophagus is rigid esophagoscopy. Impaction causes serious complications as esophageal perforation, mediastinitis, fistula formation, airway obstruction leading to a high morbidity and mortality. 7 Because of high chances of complication in such type of foreign bodies, a rapid and accurate diagnosis, together with subsequent treatment either in the form of esophagoscopic or surgical removal is required.
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CASE REPORT
A 55-year-old patient presented to ENT Outpatient Department with the complaints of mild throat discomfort for 7 days back for which he consulted the local practitioner and got some symptomatic improvement after taking conservative treatment. For last 3 days, patient had hoarseness of voice and mild pain in the neck. There was no history of fever, drooling of saliva and breathlessness. On examination, the patient was of average built. ENT and head and neck examination revealed mild tenderness over the neck. Indirect laryngoscopy showed decreased movement of the right vocal cord with pooling of saliva in pyriform sinus. Other examinations including chest X-ray were normal. On detailed examination, patient gave history of missing denture but was not sure about accidental ingestion. With the provisional diagnosis of foreign body (denture) esophagus, flexible esophagoscopy was done and foreign body visualized ( Fig. 1 ) but could not be retrieved because of impaction. Rigid esophagoscopy performed under general anesthesia revealed artificial denture impacted at cricopharynx level. The large flange of the denture was impacted on medial wall of pyriform sinus which was dislodged carefully and denture was removed safely (Fig. 2) . Nasogastric tube was inserted as there was mucosal 
DISCUSSION
Aspiration or ingestion of a foreign body has frequently been in the adult population. In the elderly population, history of wearing artificial denture is one of the most important concerns and it accounts for most esophageal foreign bodies. 9 Decreased sensation of the oral cavity due to artificial dentures and the poor motor control of the laryngopharynx increase the risk of accidental denture ingestion. 10 Psychiatric and mentally retarded patients have a high risk of denture ingestion. 11 Accidental ingestion usually occurs due to trauma, intoxication, loss of consciousness or sleep, so there may not be a definite history of ingestion.
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It is important to recognize that ill-fitting and damaged dentures constitute a risk factor for accidental ingestion as does sleeping with dentures left in situ. Therefore, it is important to discourage patients from wearing the dentures while asleep and from wearing either ill-fitting or damaged dentures. Careful history and examination is essential in all cases of foreign body injury irrespective of the age and presenting symptoms, as the shape and size of the foreign bodies complicates their impaction and removal. 13 Following foreign body ingestion, patients usually present with dysphagia (92%) and tenderness of the neck (60%).
14 Other symptoms include: inability to swallow oral secretions, throat discomfort, excessive salivation, sensation of chest pressure, laryngeal irritation and regurgitation of undigested food. Rarely, there may been signs and symptoms of mechanical pressure as in our case. Pooling of saliva in pyriform sinus on indirect laryngoscopy is an important sign of some obstructive pathology in esophagus. Denture in the esophagus can cause mucosal inflammation, ulceration and perforations leading to severe infections such as mediastinitis, deep neck abscess, aspiration and pleural empyema. Other complications reported are scarring, obstruction and fistulization. 15 The radiolucent base polymethylmethacrylate makes radiological localization almost impossible. Even the porcelain and plastic artificial dentures are difficult to localize on plain radiographs. It is difficult to localize the site of impacted denture by X-ray if there is no wire in it. To some extent, radiolucent dentures can be localized by fluoroscopy after asking the patient to swallow a barium-soaked cotton wool which gets caught at the site of esophageal impaction. Radiological imaging specially chest X-ray can be helpful in localization of the exact site of radiopaque foreign body. Computed tomography scan is especially helpful in impacted dentures with complications. Because of their rigidity, large size, irregular and uneven edges, impacted dentures are prone to produce lacerations during endoscopic removal. 16 A vigorous attempt at removal is avoided in the presence of pus, slough or bleeding, which indicates significant impaction or intramural perforation. Extraction of an impacted denture via esophagotomy can be undertaken under direct vision with use of shear forceps. 17 After flexible esophagoscopy, rigid esophagoscopy under general anesthesia should be the done as a next step. However, disimpaction may be impossible even with the greater mechanical advantage of rigid tools particularly when treatment has been delayed. Specially designed cutting forceps to divide dental plates or bones into smaller pieces and aid its maneuverability have been described. However, passage of such a robust shear through the rigid esophagoscope may almost completely obliterate the lumen and the view, limiting its efficacy.
CONCLUSION
The experience of this present case illustrates that the artificial denture rarely may present as change in voice because of decreased vocal cord mobility. Thorough clinical history, examination even in cases of negative history is most important in cases of suspected artificial denture ingestion. Rapid and accurate diagnosis with subsequent surgical intervention may decrease the morbidity and mortality in such type of cases.
